BOARD OF HEALTH

TOWN OF FOXBOROUGH
MASSACHUSETTS 02035
. ‘ 40 SOUTH STREET
Eric S. Arvedon, Chairman www.foxboroughma.gov Tel. (508) 543-1207
Paul Mullins, Vice-Chairman Fax (508) 543-6278

Paul Steeves, Clerk

Pauiine Clifford, Health Agent

APPLICATION FOR A PERMIT TO CONDUCT A

RECREATIONAL CAMP FOR CHILDREN

$150.00 IN TOTAL

(CAMP FEE 310, INSPECTION FEE $60.00 & PAPERWORK REVIEW $80.00)
PLEASE MAKE CHECKS PAYABLE TO THE TOWN OF FOXBOROUGH.

BHP- # of Campers |
DATE REC’D # of Staff
CHECK# # of Days in operation

Name of Camp:
EMAIL:

SITE ADDRESS:
Site Telephone #: Celi#:

Name of Camp Owner:

Office Address:

Office Telephone #:

Name of Camp Operator (if different)

Address: . Telephone #:

Type of Camp: Day Residential

Hours of Operation:

Dates of Operation: Opening: Closing:
Swimming Pool: Yes__ No_ Permit #:
Bathing Beach: Yes_ No Permit #;

Meals Provided: Yes : No___ Permit #:
Signature of Applicant:

Official Title: Date:

See next page for a list of documents that must be completed and submitted before your application for a license can
be fully processed. You are strongly encouraged to complete these documents as soon as possible and submit them
with the FEE OF $150.00. This will expedite the licensing process.

AN OFFICE APPOINTMENT IS REQUIRED AT LEAST 30 DAYS IN ADVANCE OF YOUR OPENING
DATE.

FOR SITE REQUIREMENTS CONTACT THE RECREATION DEPARTMENT AT 508-543-7255,
{(UPDATED FOR 2011)



Required Documents

See the MA Regulations for Minimum Standards for Recreational Camps for Children,
State Sanitary Code, Chapter IV - 105 CMR 430.000 and the gnidance documents issued
by the Department of Public Health, Division of Community Sanitation for additional
assistance with developing the following documents.

= Staff information forms (see attached)

* Procedures for the background review of staff (105 CMR 430.090)

* Copy of promotional literature (105 CMR 430.190(C))

® Procedures for reporting suspected child abuse or neglect (105 CMR 430.093)

*  Health care policy (105 CMR 430.159(B)) ‘

* Discipline policy (105 CMR 430.191)

® Fire evacuation plan — approved by local fire department (105 CMR 430.210(A))

* Disaster plan (105 CMR 430.210(B))

*  Lostcamper p}an (105 CMR 430.210(C))

* Lost swimmer plan (105 CMR 430.210(C))

* Traffic control plan (105 CMR 430.210(D))

* Day Camps — contingency plan (105 CMR 430.211)

*  Primitive, Trip or Travel Camps — Written itinerary, including sources of emergency
care, and contingency plans (105 CMR 430.212)

= Current certificate of occupancy from focal building inspector (105 CMR 430.451)

= Written statement of compliance from the local fire department (105 CMR 430.215)

* If applying for initial license after January 1, 2000 — lab analysis of private water
supply (if applicable) (105 CMR 430.300, .303)

Please note: If you are applying for an original camp license, that is, the original camp
license in each community where the camp is located, you must file a plan showing the
following with the board of health at least 90 days before your desired opening date (See
MGL Ch. 140 s. 32A):

» Buildings, structures, fixtures and facilities

* Proposed source of water supply

»  Works for disposal or sewage and waste water



Camp Director

Name:

Age;

Coursework in camping administration:

Previous camp administration experience;

Health Care Consultant

Name:

Type of Medical License (must be a physician, nurse practitioner, or physician assistant

with pediatric training):

MA License Number:

Health Supervisor

Name:

Age:
Type of Medical License, Registration or Training (See 105 CMR 430.159(C):

Aquatics Director

Name:

Age;
Lifeguard Certificate issued by:

Expiration date;

American Red Cross CPR Certificate:

Expiration date:

American First Aid Certificate:

Expiration date:

Previous aquatics supervisory expetience:




Firearms Instructor

Name:

National Rifle Association Instructor’s card (or equivalent):

Date certified: Expiration date;

Horseback Riding Instructor

Name:

License Number; Expiration date:

Stable

Location:

Licensed in accordance with MGL Ch.111 § 155, 158: Yes No

Attach the names, ages, applicable current certifications (if any), such as First Aid, and
the anticipated role at the camp of all supervisory staff (see below). Use as many pages

as necessary to complete this.

Supervisory staff means those persons with the responsibility, authority and training to

provide direct supervision to camper groups. This may include counselors, junior
counselors, general activity leaders or other staff who provide supervision to campers

without assistance.

CORTI’S & SORTI’S -
For all staff & volunteers whose permanent address is not in Massachusetts,

you must acquire a Cori & Sori from their state, or Country
AND
The State of Massachusetts.




: RETURN WITH APPLICATION TO THE FOXBOROUGH BOARD OF HEAL1TH

The Commonwealth of Massachusetts
Department of Industrial Accidents
Office of Investigations
600 Washington Street

Boston, MA 02111
www.mass.gov/dia
Workers’ Compensation Insurance Affidavit: General Businesses
Applicant Information Please Print Legibly
Business/Organization Name:
Address:
City/State/Zip: ' Phone #:
Are you an employer? Check the appropriate box: Business Type (required):
1.[] Yam a employer with employees (full and/ 5. L] Retail
or part-time) * 6. ] Restaurant/Bar/Eating Establishment

2.0

ice and/or Sales (incl. real estate, auto; efc.) .

[No workers’ comp. insurance required] 8. [[]Non-profit
3.0] Wearea corporation and its officers have exercised 9. |_| Entertainment
fhei_r rlght of gg{g{qpﬁqn per c. 152, §‘1“(4), and we 1:13\{8 10.[] Manufacturing
1o employees. [N workers’ ¢omp. insurance required*4| -~ = - .
4.[] Wearea non-profit organization, staffed by volunteers, 11.[] Health Care
with no employees. [No workers” comp. insurance req] || 12.[_] Other

*Any applicant that checks box #1 must also fill out the section below showing their workers® compensation pokicy information.
*¥If the corporate officers have exempted themselves, but the corporation has other employees, a workers” compensation policy is required and such an
organization should check box #1.

I am an employer that is providing workers’ compensation insurance for my employees. Below is the policy information.

Insurance Company Name:

Insurer’s Address:

City/State/Zip:

Policy # or Self-ins. Lic. # Expiration Date:
Attach a copy of the workers’ compensation policy declaration page (showing the policy number and expiration date).
Failure to secure coverage as required under Section 25A of MGL ¢. 152 can lead to the imposition of criminal penalties of a
fine up to $1,500.00 and/or one-year imprisonment, as well as civil penalties in the form of 2 STOP WORK ORDER and 2 fine
of up to $250.00 a day against the violator. Be advised that a copy of this statement may be forwarded to the Office of
Investigations of the DIA for insurance coverage verification.

I do hereby certify, under the pains and penalties of perjury that the information provided above is true and correct.

Signature: Date:

Phone #:

Official use only. Do not write in this area, to be completed by city or town official

' City or Town: Permit/License #

Issuing Aufharity {circle one):
1. Board of Health 2. Building Department 3. City/Town Clerk 4. Licensing Board 5. Selectmen’s Office
6. Other

Contact Person: Phone #:

www.mass. gov/dia

5




